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ABSTRACT AND KEYWORDS 
ABSTRACT 
Background: Nurse practitioner education and practice has been guided by generic 
competency standards in Australia since 2006. Development of specialist competencies has 
been less structured and there are no formal standards to guide education and continuing 
professional development for specialty fields. There is limited international research and no 
Australian research into development of specialist nurse practitioner competencies. This pilot 
study aimed to test data collection methods, tools and processes in preparation for a larger 
national study to investigate specialist competency standards for emergency nurse 
practitioners. Research into specialist emergency nurse practitioner competencies has not 
been conducted in Australia.  
Methods: Mixed methods research was conducted with a sample of experienced 
emergency nurse practitioners. Deductive analysis of data from a focus group workshop 
informed development of a draft specialty competency framework. The framework was 
subsequently subjected to systematic scrutiny for consensus validation through a two round 
Delphi Study. 
Results: The Delphi study first round had a 100% response rate; the second round 75% 
response rate. The scoring for all items in both rounds was above the 80% cut off mark with 
the lowest mean score being 4.1 (82%) from the first round.  
Conclusion: The authors collaborated with emergency nurse practitioners to produce 
preliminary data on the formation of specialty competencies as a first step in developing an 
Australian framework.  
 
Keywords; Emergency Nurse Practitioner, Clinical Competencies, Clinical Nursing 
Research, Mixed methods Research, Delphi Technique 
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Main Body Text 
Background 
The Nurse Practitioner (NP) role was initiated in the USA over 50 years ago to facilitate 
delivery of primary health care in the community setting 1. Since that time the role has been 
implemented in many countries in a variety of clinical settings and specialties.  
The NP role in Australia is regulated and the title is protected by legislation. Development of 
NP service had its inception in NSW Health with the NP Pilot Project in 1994/5. Following the 
positive findings from this study all states in Australia thereafter developed their own models 
under separate legislative arrangements for NPs in acknowledgment of the future potential 
of the role to enhance health care in Australia 2.  Each state had separate laws governing 
NPs until 2010 when the Nursing and Midwifery Board of Australia (NMBA) under the 
authority of the Australian Health Practitioner Regulation Authority became the single 
regulatory authority for nurses, midwives and NPs 3. Currently in Australia applicants for 
endorsement as a NP are required to have completed a National Board approved Masters 
program or relevant educational equivalency 3.  
The role of the NP in Australia was reinforced and clarified by the Australian Nursing and 
Midwifery Council (ANMC) commissioning research to develop generic NP competency 
standards 4. This was an important development in explicating the level of knowledge and 
expertise expected of this group of senior nurses. The ANMC NP competency standards 
were implemented nationally in 2006 and became the benchmark for determining curricula 
for Nursing Regulatory Authorities approved masters’ degrees and assessing eligibility for 
authorisation as a Nurse Practitioner in Australia 5. These competency standards are generic 
in context and content for all NPs across Australia and within all specialties. 
A national census of Australian Nurse Practitioners was conducted in 2007 6 and repeated in 
2009 7. This research showed that total numbers of NP increased by 75% over the two year 
period with the fastest growth in the emergency NP model. In the 2009 census 30.3% of NPs 
identified their specialty as emergency; a proportional increase of 12% 7. 
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The evolution of the emergency NP (ENP) role in Australia over the past eight years has 
seen a trend to fill gaps in emergency department (ED) care 8, 9. These service gaps include, 
increased waiting times, ED overcrowding, decreased patient satisfaction, increase in 
patients who ”did not wait”, increase in lower acuity presentations and to a lesser degree 
decrease in ED medical workforce 8-12. In many Australian EDs the development of the ENP 
role has been fashioned to suit the immediate needs of the individual service and 
expectations of the institutions 9 and to offer a quick fix solution to ED problems 8, 9. The 
development of the ENP role and practice scope for individual ENPs has been in 
collaboration with medical colleagues and to suit the service model expectations13, 14.  In 
many situations the ENP practice scope has been limited to patient presentations at the 
lower end of the Australasian Triage Scale (ATS) concentrating on minor injuries and 
illnesses 11, 15 as these were patient groups where the ENP role could contribute to 
improvement in Key Performance Indicators (KPIs) 9 . Whilst ENP models have  been 
effective in achieving targets for service gaps 13, most models limit the most experienced and 
highly educated emergency nurses to care of ATS category 4 and 5 patients, resulting in 
potential underutilisation of these senior clinicians 9, 16 who prior to endorsement worked 
across the breadth of the ED as clinical experts and leaders. 
 In the UK where the NP role is not regulated, the majority of those working with the title of 
ENP do so in minor injury units and primary health care 17. There is a challenge from the 
health system and senior management to those ENPs whose practice has been focused on 
minor injuries and illnesses to broaden their practice as there has been speculation that an 
Acute Care NP role should be implemented in EDs to manage critically ill or injured patients 
to improve timely treatment for these patients 18.  
A consequence of the ad-hoc development of the ENP service model is confusion about the 
parameters of practice and practice capability for ENPs 9. In the Australian context, local 
practice scope impositions do not reflect the broad expertise of ENPs. 
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In the United States of America (USA) ENP preparation is offered at masters’ level as a 
discrete specialty 19. In response to concerns about the lack of formal clinical competencies 
for NPs in emergency care in the USA 20, the American Emergency Nurses Association 
conducted a Delphi study to identify the specific competencies required by an ENP at entry 
level to practice 21. The intent of these competencies was to guide the preparation of NP 
students for specialist emergency care, to support existing NPs in emergency care to 
maintain their skill set and to provide a model for ENPs entry into emergency care practice22. 
The competencies developed in the USA are not appropriate for adoption within the 
Australian setting where there are legislative and practice differences and variation in 
practice settings.  
In the absence of specialty competencies for ENPs in Australia there is no benchmark to 
ensure that standardised theoretical and clinical specialty content has been covered prior to 
endorsement. In light of the variability in ENP clinical education within the Masters 
programmes across Australia, usually directed by a local clinical team, it is timely to consider 
development of ENP specialty clinical competencies. This will facilitate a better 
understanding of the potential breadth of the ENP role and assist with curriculum 
development for tertiary education courses. Specialty specific ENP competencies will also 
assist in the professional development and ongoing evaluation of competence of the 
individual ENP  
This paper reports a pilot study in preparation for development of research based national 
ENP competency standards for the Australian setting.  
Methods 
The aim of this Pilot study was to test the data collection methods, the data collection tools 
and the research processes for a larger national study. In addition publication of a pilot study 
serves to communicate to the discipline information on emerging research activity 23. 
Accordingly publication of this pilot study brings to the attention of the National and 
International NP community, that research into specialist ENP competencies is being 
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conducted within Australia. The Pilot was a mixed methods research study that used a two 
phased approach including a focus group workshop, and Delphi technique. This sequential 
approach is appropriate when the outcome of qualitative exploratory research is required to 
inform subsequent quantitative measurement of a phenomenon 24. 
Study Participants and recruitment 
Recruitment of participants was conducted through the Queensland Statewide Emergency 
Department Network Nurse Practitioner Sub Committee that at the time of the study had 39 
members. Endorsed ENPs working in an established role in Queensland were provided with 
an information and consent package and invited to participate in the study. Criterion 
sampling was used 25 and criteria for inclusion were: being an endorsed ENP and working in 
an established ENP role. From the list of consenting ENPs, 5 participants were randomly 
selected to participate in the focus group workshop phase and 12 participants were 
randomly selected to participate in the Delphi study phase. 
Phase One: Focus Group Workshop 
A workshop forum was used to conduct a focus group interview with a sample of ENPs. The 
focus group approach was used because it allows for dynamic interaction whereby each 
participant builds upon the perspectives of others in the group 24, using as a framework the 
extant generic NP Competency Framework (See table 1). 
Data Collection: The Focus Group Workshop  
The focus group workshop consisted of 5 participants. The workshop used the Australian 
generic NP competencies (see table 1), to guide the interview and provide a focus for 
participant discussion and a template for documentation of individual responses to 
discussion. The framework guided interrogation and debate regarding relevant skills and 
competencies for specialty ENP practice at entry level. The focus group was audio recorded 
and transcribed to facilitate data analysis and all data were de-identified. The framework 
documents were collected at the end of the workshop and together with the audio recordings 
of the discussion constituted the phase one data. 
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Data Analysis: The Focus Group Workshop 
The data generated from the focus group interview were summarised using content analysis 
techniques guided by the existing generic NP competency framework. 
Phase Two: Delphi Study 
The main aim of the Delphi technique is to achieve group consensus from expert 
participants26. The Delphi technique is a group facilitation process where individual 
judgements can be tapped and group opinions combined to address an incomplete state of 
knowledge26, 27. The Delphi technique can run over several stages and uses each stage to 
build on the results of the previous one by reflecting the participants own views back to them 
in such a way that they can proceed with the next stage 28. In this pilot project the draft ENP 
specialist competencies developed from the phase one study were subjected to a two round 
Delphi process. The research objective was testing of the draft ENP specialist competencies 
to achieve consensus from a panel of experts in the field. 
 Data Collection: Delphi study 
The outcome of the phase one study was identification of four draft ENP specialist 
competencies and twenty five draft performance indicators. These were incorporated into a 
Delphi data collection tool. The Delphi tool listed each competency and performance 
indicator against a five-point Likert scale 26  with 1 being ‘strongly disagree’ and 5 being 
‘strongly agree’. There is no definitive evidence base for scale structure; a five point Likert 
Scale is a common choice as it allows for a no commitment option 29. Participants were 
required to assign a score to each competency and performance indicator to indicate their 
level of agreement with the concept and the language. The document included a space for 
participants to record individual comments, instructions for completion and for return to the 
investigator. Two rounds were conducted to achieve consensus amongst the expert 
participants 26.  
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Data Analysis: Delphi Study 
From the first Delphi round individual participants’ scores were summarised to achieve a 
mean score for each item and subsequently consensus of the derived list. A commonly 
accepted method for determining consensus is to attribute a percentage value to the level of 
agreement that can vary from 51% to 100% 30.  For this study the predetermined cut off for 
consensus was 80%. 
Research Ethics Statement 
Ethical clearance for the study was gained from the relevant University Human Research 
Ethics Committee and the study was conducted according to the NHMRC standards for 
ethical conduct of research 31. 
Results 
Phase One: Focus Group Workshop 
The outcome from analysis of the qualitative data was draft ENP specialist competencies. 
The data revealed a consensus view that of the three generic NP Standards (see Table 1) 
only the competencies in Standard 1; Dynamic Practice were applicable for conversion to 
specialty competencies, Standards 2 & 3 being relevant across all specialties. Hence the 
outcome of phase one was a first draft of four specialist competencies and twenty five 
performance indicators (see table 2 for draft competencies) 
Phase Two: Delphi Study 
The expert panel for the Delphi survey comprised 12 endorsed ENPs from across 
Queensland. All panel members were working in ENP roles with 8 female and 4 male 
participants. They worked in a variety of ED settings including 6 large metropolitan hospitals, 
1 base hospital, 1 large outer metropolitan hospital and 4 rural hospitals. The same panel 
members were used for both Delphi rounds. 
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Round One 
Round one of the Delphi study had a 100% response rate. The scoring for all items was 
above the 80% cut off mark with the lowest mean score being 4.1 (82%) for performance 
indicator 1.3.5; “ Demonstrates clinical expertise in managing presentations of a life 
threatening nature including resuscitation and stabilisation”.  
The mean score for all four competencies and twenty five performance indicators combined 
was 4.7 on a 5 point scale which equates to 94% agreement, with a standard deviation for 
round one of 0.19. All competency statements and performance indicators were scored 
individually prior to calculating the mean score for each item. No items were deleted for the 
second round. Some of the comments received in round 1 of the Delphi questionnaire, 
related specifically to the individuals practice scope and local limitations imposed on their 
role. These comments led to a reminder in the second round that this research relates to 
National ENP Competencies and not practice scope or individual practice.  
The data from the first round of the Delphi study informed minor changes to the wording of 
the document for the second round. The second round document was sent out with “track 
changes“ showing the minor adjustments suggested and participants were asked to score 
this round based on their agreement with the statement and the minor changes. Participants 
were also provided with information on the tendency and dispersion of scores from the 
previous round and their scores in relation to overall scores 26. 
Round Two 
The second round of the Delphi had a 75% response rate and again the combined mean 
score for all 4 competencies and 25 performance indicators was 4.7 on a 5 point scale which 
equates to 94% agreement, with a standard deviation for round two of 0.13. As in round one 
all competency statements and performance indicators were scored individually prior to 
calculating the mean score for each item.  Six items (20.6% of items) scored slightly lower in 
the second round than the first round but all scored above 4.4 (88%). The lowest scoring 
item from round 1, 1.3.5 scored higher in round two, rising  from 4.1 (82%) to 4.6 (92%).  
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One participant in round two, when making comments about competency 1.4 stated: 
“The NP role is regarded by many mangers as solely clinical delivery without 
recognising the need for continuing skills and knowledge acquisition. This creates the 
risk of role stagnation leading to irrelevance.” 
 
Discussion 
This pilot study indicated that the development of clinical competency standards for ENPs 
concentrates on practice at an advanced level and can be informed by the generic NP 
Competency Standard 1: Dynamic Practice, as a blueprint to cultivate competencies and 
performance indicators that reflect the specialist practice of ENPs. Whilst the results of the 
Delphi study were positive with each competency (n=4) and performance indicator (n=25) 
scoring over 82% agreement for both rounds, there were some interesting issues highlighted 
by the free text comments provided in the returned questionnaires.  
Some participants responded to the statements in the questionnaire based upon their 
individual practice scope rather than focussing on national level competencies. One 
participant stated, “Current practice restricted by medically determined scope of practice”. 
This correlates with role confusion and subsequent lack of clarity regarding the parameters 
of the ENP role as described by Lowe 9. These findings also provide important direction for 
the national study, that research into ENPs perceptions of parameters of NP practice in their 
specialty field will provide important data for development of specialty competencies. 
Six of the twelve respondents provided comments that their practice was still limited by lack 
of provider numbers that allow Medicare reimbursement for their service and certain 
legislation, including the Radiology Safety Act. Whilst national registration and regulation 
was initiated in 2010 many health related policies still operate at a state level in Australia and 
therefore there are variations in state regulatory acts such as Pharmacology and Radiation 
safety.  Six of the Queensland ENPs respondents in this pilot reported difficulty with the 
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Queensland Health Diagnostic Radiography Protocol 32  providing a barrier to ordering 
diagnostic radiography tests other than plain x-rays. 
Round 2 of the Delphi study had a 75% response rate, 3 participants did not return their 
questionnaires. It was determined that a lower response rate in Round 2 was acceptable as 
the scores from Round 1 were consistently high and reached consensus. Round 2 Delphi 
mean scores were the same as Round 1 scores.  
Specialty competencies for the ENP will provide guidance for educational preparation for the 
role and governance will be more consistent for ENPs at entry level practice 21. Whilst health 
service planning and  practice scope documents for implementing an ENP position can be 
customised to meet the specific service needs, the evolving nature of the ENP role and 
indeed the individual ENP clinician needs to progress with broad national competencies to 
guide the local practice scope and facilitate role expansion 9.  Many sites that employ ENPs 
have single practitioners or low numbers of ENPs often determined by service needs that 
dictate a role with a narrow scope that concentrates on minor illness or injuries 9,12. . Being a 
single practitioner can lead to clinician burnout and an unreliable service model 11.  Issues of 
sustainability of the NP role 33 and ongoing competence and continuing professional 
development 9 of the individual NP are also of concern.  
This pilot study has established proof of concept for development of ENP specialist 
competencies and supported the need for further large scale research in this area. By 
developing broad national ENP competencies, local management committees will have a 
guide on the educational preparation of the ENP student 22 ; this will inform the ongoing 
development of the role and the individual clinician 34. The specialist competencies will also 
guide universities when developing NP curricula and assessing student performance 35  
within the emergency care environment.  
Limitations 
This pilot study was small in scale and limited to one Australian jurisdiction. Therefore the 
findings cannot be considered representative of the views of ENPs outside Queensland in 
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terms of development of national ENP specialist competencies. However the study met the 
research aims in that the tools and processes were tested. The findings have indicated that 
enhancement of methods are necessary for a national study to gain data related to 
parameters of ENP practice. 
Conclusion 
The outcome of this two phase research study was a draft competency framework for the 
specialist ENP that specifically addressed competencies in Standard 1: Dynamic Practice.  
Emergency departments cope with large volumes of undifferentiated patients. In many 
situations discussions ensue regarding development of other innovative clinical roles to meet 
demands. By defining the capability of the ENP role and maximising those who have been 
endorsed to practice at this level, all aspects of emergency care can be embraced by ENPs 
and provide further impact on time to clinical care and patient throughput for all patients 
regardless of triage category.  
Funding 
This project was funded by the Nursing and Midwifery Office, Queensland Health 
Provenance and Conflict of interest 
No Conflict of interest has been declared by the authors 
Acknowledgements 
The authors would like to thank the Queensland ENPs who participated in this research 
study. 
  
13 
 
References  
1. Gardner A., Hase S., Gardner G., Dunn S. and Carryer J.  From competence to 
capability: a study of nurse practitioners in clinical practice. J Clin Nurs, 2007; (17): 250 – 
258. 
2. Gardner G. Dunn S. Carryer J and Gardner A. Competency and Capability: Imperative for 
nurse practitioner education. Aust J Adv Nurs, 2006; (24) 1: 8-14. 
3. Nursing and Midwifery Board of Australia. Guidelines on endorsement as a nurse 
practitioner. 2010. 
4. Gardner G. Carryer J., Dunn, S. and Gardner, A. Nurse practitioner standards project:  
report to Australian Nursing and Midwifery Council; Dickson, ACT. Australian Nursing and 
Midwifery Council; 2004. 
 5. Nursing and Midwifery Board of Australia. Endorsement as a nurse practitioner 
registration standard. 2011. 
6. Gardner A, Gardner G, Middleton S and Della P. The status of Australian nurse 
practitioners: the first national census. Aust Health Review, 2009; 33 (4): 679–689. 
7. Middleton S, Gardner A, Gardner G and Della P. The status of Australian nurse 
practitioners: the second national census. Aust Health Review, 2011; 35:448-454. 
8. Christofis, L. Nurse Practitioners: An exploration of the issues surrounding their role in 
Australian emergency departments. Australas Emerg Nurs J, 2001; 4 (2): 15 – 20. 
 9. Lowe G. Scope of emergency nurse practitioner practice: where to beyond clinical 
practice guidelines? Aust J Adv Nurs, 2010; 28 (1): 74 – 82. 
10. Jennings, N., O’Reilly G., Lee G., Cameron P., Free B., and Bailey M. Evaluating 
outcomes of the emergency nurse practitioner role in a major urban emergency department, 
Melbourne  Australia. J Clin Nurs, 2008; (17): 44 – 1050. 
11.  Haines H and Critchley J. Developing the nurse practitioner role in a rural Australian 
hospital – a Delphi study of practice opportunities, barriers and enablers. Aust J Adv Nurs, 
2009; 27 (1): 30 – 36. 
14 
 
12.  Wilson A and Shifaza F. An evaluation of the effectiveness and acceptability of nurse 
practitioners in an adult emergency department. Int J Nurs Pract, 2008;(14):149-156. 
13.  Considine J, Martin R, Smit D, Jenkins J, Winter C. Defining the scope of practice of the 
emergency nurse practitioner role in a metropolitan emergency department. Int J Nurs Pract, 
2006; (12): 205–213. 
14. Department of Human Services, Victoria, Nursing Policy Branch.  Victorian Nurse 
Practitioner Project Service Plan Development Report. Eastern Health 2006/07. 
 15. Considine J, Martin R, Smit D, Winter C and Jenkins J. Emergency nurse practitioner 
care and emergency department flow: Case-control study. Emerg Med Australa, 2006; (18): 
385-390. 
16. Drummond A and Bingley M.  Nurse practitioners in the emergency department: a 
discussion paper. J Can Ass Emerg Physicians, 2003; 5 (4): 276 – 280. 
17. Fotheringham D, Dickie S and Cooper M. The evolution of the role of the emergency 
nurse practitioner in Scotland: a longitudinal study. J Clin Nurs, 2011; (20): 2958-2967 
18. Norris T and Melby V. The acute care nurse practitioner: challenging the existing 
boundaries of emergency nurses in the United Kingdom. J Clin Nurs, 2006; (15): 253-263. 
19. American Academy of Nurse Practitioners. Nurse Practitioner Program Listing. 2011 
http://66.219.50.180/AANPPublicPages/NPProgramlisting.asp. accessed 2/3/2011 
20. Ramirez, E. Tart K., and Malecha A. Developing nurse practitioner treatment 
competencies in emergency care settings. Adv Emerg Nurs J, 2006; 28 (4): 346-59 
21. Emergency Nurse Association . Competencies for the nurse practitioner in emergency 
care. Des Plaines, IL; 2008. 
22. Sue Hoyt K. Coyne E. Ramirez E. Peard A. Gisness C. and Gacki-Smith J. Nurse 
Practitioner Delphi Study: Competencies for practice in emergency care. J  Emerg Nurs, 
2010; 36 (5), 439-449. 
23. Gardner G, Gardner A, MacLellan L and Osbourne S. Reconceptualising the objectives 
of a pilot study for clinical research. Int J Nurs Studies, 2003; 40: 719 – 724. 
15 
 
24. Creswell J and Piano Clark V. Designing and conducting mixed methods research, 2nd 
Ed. California, Sage, 2011. 
25. Chang A, Gardner G, Duffield C, and Ramis MA.  A Delphi study to validate an advanced 
practice nursing tool. Aust J Adv Nurs, 2010; 66(10): 2320-2330. 
26. Hasson F, Keeney S and McKenna H. Research guidelines for the Delphi survey 
technique. J Adv Nurs, 2000; 32(4): 1008-1015. 
27. Powell C. The Delphi technique: myths and realities. J Adv Nurs, 2003; 41(4): 376-382. 
28. McKenna H. The Delphi technique: a worthwhile approach for nursing? J Adv Nurs, 
1994; (19): 1221-1225. 
29. Dillman D. Mail and Internet Surveys: The Tailored Design Method -- 2nd Ed. New York, 
John Wiley & Sons, 2007 Update.  
30. Hanafin S. Review of literature on the Delphi Technique. 2004. Available at 
http://www.dcya.gov.ie/documents/publications/Delphi_Technique_A_Literature_Review.pdf.  
Accessed July 26, 2011. 
31. National Health and Medical Research Council/ Australian Vice Chancellors Committee. 
Australian Code for the Responsible Conduct of Research; 2007. Available at 
http://www.nhmrc.gov.au/_files_nhmrc/publications/attachments/r39.pdf  accessed October 
29, 2011. 
32. Queensland Health. Diagnostic Radiography Protocol. Brisbane: Radiation Health Unit, 
Queensland Health, 2006. 
33. Considine J and Fielding K. Sustainable workforce reform: case study of Victorian nurse 
practitioner roles. Aust Health Review, 2010; 34: 297- 303. 
34. Australian Nursing and Midwifery Council. National competency standards for the 
registered nurse; Canberra: ANMC; 2005.  
16 
 
35. Australian Nursing and Midwifery Council. National Competency Standards for the Nurse 
Practitioner; Canberra: ANMC; 2006  
17 
 
Table 1:  National Competency Standards for the Nurse Practitioner (ANMC 2006)35 
Standard 1: Dynamic practice 
Competencies 
1.1 Conducts advanced, comprehensive and holistic health assessment relevant to a 
specialist field of nursing practice. 
1.2 Demonstrates a high level of confidence and clinical proficiency in carrying out a range of 
procedures, treatments and interventions that are evidence based and informed by 
specialist knowledge. 
1.3 Has the capacity to use the knowledge and skills of extended practice competencies in 
complex and unfamiliar environments. 
1.4 Demonstrates skills in accessing established and evolving knowledge in clinical and 
social sciences, and the application of this knowledge to patient care and the education 
of others. 
Standard 2: Professional efficacy 
Competencies 
 2.1 Applies extended practice competencies within a nursing model of practice. 
2.2  Establishes therapeutic links with the patient/client/community that recognise and 
respect cultural identity and lifestyle choices 
2.3 Is proactive in conducting clinical service that is enhanced and extended by autonomous 
and accountable practice. 
Standard 3:Clinical leadership 
Competencies 
3.1  Engages in and leads clinical collaboration that optimise outcomes for 
patients/clients/communities 
3.2 Engages in and leads informed critique and influence at the systems level of health care. 
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Table 2:  Draft ED NP Specialty Competencies 
Standard 1 Dynamic practice that incorporates application of 
high level knowledge and  skills in extended 
practice across stable, unpredictable and complex 
situations 
Delphi 
Round 1 
 
Delphi 
round 2 
 
Competency 1 
Focus: Patient 
Assessment & 
Diagnosis 
 
Conducts advanced comprehensive and holistic 
health assessment relevant to Emergency practice, 
applicable to a range of geographical and service 
contexts.  
M 
4.6 
 
SD 
0.49 
M 
4.7 
 
SD 
0.44 
Competency 2 
Focus:  
Interventions, 
Treatments & 
Procedures 
 
Demonstrates a high level of confidence and 
clinical proficiency in carrying out a range of 
procedures, treatments and interventions that are 
evidence based and informed by emergency 
specialist knowledge of clinical practice in 
emergency environments and contexts. 
M 
4.7 
 
SD 
0.45 
 
M 
4.8 
 
SD 
0.33 
 
Competency 3 
Focus:  Urgent 
& Unpredictable 
Events 
 
Has the capacity to use the knowledge and skills of 
emergency advanced practice competencies in 
complex, unfamiliar  and dynamic environments 
M 
4.7 
SD 
0.62 
M 
4.5 
SD 
0.52 
Competency 4 
Focus: 
Accessing 
established & 
evolving 
knowledge 
 
Demonstrates skills in accessing established and 
evolving knowledge , protocols and clinical 
guidelines in clinical and social sciences, and the 
application of this knowledge to patient care and 
the education of others in the emergency setting 
M 
4.9 
 
SD 
0.29 
 
M 
4.7 
 
SD 
0.44 
 
M = Mean score       SD = Standard Deviation 
